Basal cell carcinoma (BCC) is the most common cutaneous cancer and rarely metastasizes. We report a case in which a long-neglected BCC metastasized to the spine.
CASE HISTORY
A 55-year-old woman was admitted with a two-week history of bilateral leg weakness and non-specific paraesthesiae with loss of mobility but no sphincter disturbance. Two months previously she had sought advice for low back pain, which had been diagnosed as musculoskeletal in origin. She had smoked heavily for most of her life. On admission she mentioned a lesion in the right temporoparietal region which had led to a facial palsy for several months. The scalp lesion had been present for at least three years, starting as a small blistering area which she had treated with topical steroid cream. She had not sought any medical attention for the growing lesion, hiding it under the hairline.
On examination a 15 x 12 cm ulcerating lesion overlay the right temporoparietal area with exposed skull (Figure 1 ). The pinna had been eroded and only the external auditory meatus was visible, the patient being unable to hear through this. There was a right lower motor neuron facial nerve palsy and marked trismus. All other cranial nerves were intact. The lesion was thought to be a neglected BCC. A neurosurgical consultation was sought and mild weakness of her left leg was noted together with hyperreflexia and bilateral clonus. Proprioception was reduced bilaterally and she had a sensory level to pinprick at the level of T4. She was tender over the dorsal spine.
On magnetic resonance imaging compression of the cord was noted at Ti, a consequence of metastatic deposits involving the body and pedicles together with a partial collapse of the body of T2. A deposit was also seen at L3 but with no compressive effects. Computed tomographic scanning of the head revealed destruction of the right mastoid and petrous regions with a soft tissue mass extending into the middle ear cavity. The lateral wall of the sigmoid sinus was encroached upon and the tumour seemed to be extending towards the jugular vein. The patient underwent a decompressive laminectomy at C7/T1 together with insertion of a Luque rectangular internal fixation device to stabilize the spine from CS to T4. Tissues from both the scalp and the spinal lesion showed solid BCC. It was decided she should receive palliative radiotherapy for the spinal deposits only, the scalp lesion being too extensive for either surgical resection or radiotherapy. COMMENT The proportion of BCCs that metastasize has been estimated at between 0.003% and 0.55%1,2. For the Figure 1 Lesion showing exposed skull vault diagnosis Lattes and Kessler3 proposed criteria including primary site on skin and not mucosa, the metastases distant (not spread by direct extension) and histology of primary and metastatic lesions the same. In the case reported here, histological examination revealed solid BCC with sparse squamoid elements in both the spinal and scalp specimens.
Although some workers suggest that squamous differentiation predisposes to metastasis, such differentiation has been found in less than 15% of metastatic BCCsl. Other predisposing factors for metastasis are diameter larger than 2cm, situation around the mid face or ear and chronic neglect4'5. Metastatic BCC has been described as typically spreading to the lymph nodes, lungs and bones] with a latent period of around 11 years (reported 1-45 years5).
There seems to be no consensus on how best to treat it. Fanconi's anaemia, an autosomal recessive form of aplastic anaemia, was first described in 19271. A failure in the DNA repair system causes chromosomal fragility, with hypocellular bone marrow and consequent anaemia, thrombocytopenia and neutropenia. Abnormalities of the hypo-thalamopituitary axis are sometimes present. Here we report a case of Fanconi's anaemia with retinal haemorrhage.
Vitreous haemorrhage in

CASE HISTORY
A 1 2-year-old boy under the care of paediatricians for Fanconi's anaemia was seen three weeks after sudden deterioration of vision in the right eye. He was awaiting bone marrow transplantation and had received regular blood and platelet transfusions, maintaining haemoglobin at about 6 g/dL and platelet count at 15-20 x 109/L (normal 150-350). Hc was also receiving replacement growth hormone. Visual acuity was 6/36 in the right eye and 6/6 in the left. Anterior segments were unremarkablc and pupillary reflexes were normal. Fundoscopy showed a preretinal macular haemorrhage (Figure 1) . A history of possible trauma was carefully sought but was denied. His
